OSTEOMYELITIS OF THE SINUSES OF THE NOSE, COM¬ 
PLICATING SCARLET FEVER.* 

Dr. H. D. Dynai-i, New York City. 

Beckie L,., age 13 , was admitted to the Kingston Avenue Hos¬ 
pital on March 30 , 1915 , suffering with scarlet fever and ethmoiditis 
of three weeks’ duration. On admission, the child was examined 
by Dr. Raymond G. Daub, who noted that there was a marked 
abscess of the septum and boggy swelling, which occluded the whole 
of the left nasal cavity. The pharynx was covered with a dirty 
gray exudate, and the left tonsil and peri-tonsillar space were enor¬ 
mously swollen, and of a purplish hue. The left side of the face 
was covered with an erysipelatous blush. The left eye was pro¬ 
truding and the lids were opened with difficulty. There was slight 
ulceration of the cornea, though the vision for objects was fairly 
good. There was a profuse discharge of pus from the nose. The 
patient was in the post-scarlatinal stage and desquamating. A 
dose of 20,000 units of antitoxin was administered by the family 
physician before admission, for he suspected diphtheria as the 
probable cause of the nasofrontal duct infection and the orbital 
cellulitis. The temperature was 104 °, pulse 136 , respiration 26 '. 
There were no otitic complications. The abscess of the septum and 
also the large pointing peritonsillar abscess were incised by Dr. 
Laub. 

The following day, I saw the patient. The nares was still oc¬ 
cluded on both sides, owing to the abscess of the septum. The 
large peritonsillar abscess was due to pus which had dissected under 
the mucous membrane and was also- pointing under the mucous 
membrane of the hard palate. The whole of the alveolar process 
was boggy with pus, and all of the teeth on the left side, from the 
posterior molar to the anterior incisors, were freely movable. The 
abscess was also pointing in the left cheek, and definite fluctua¬ 
tion was felt under the skin. There was marked exophthalmos of 
the left eye, and there was a fluctuating subperiosteal abscess at 
the inner angle of the eye. This abscess extended across the bridge 
of the nose and caused swelling of the left eyelids. 

•Read before the New York Academy of Medicine, Section on Laryn¬ 
gology and Rhinology, May 24, 1916. . 
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X-ray and transillumination showed all the sinuses of the left 
side of the head to be involved. The ethmoid and frontal sinuses 
were opened externally, the usual incision being made. The outer 
wall of the frontal sinus was necrotic. Both frontal and ethmoid 
sinuses were filled with free pus and cystic polypoid tissue. The 
sphenoid ostium was enlarged. The middle turbinate bone was not 
removed. The antrum was opend extra-nasally. The orbital wall 
was necrosed and perforated. There was a considerable gush of 
pus on opening the antrum, and much polypoid membrane was 
removed. 

The frontal sinus wound was partly closed with Michel clamps, 
and a wick of iodoform gauze was passed into the ethmoidal wound 
and also into the nares. Chloroform oxygen anesthesia was used. 



No. 3. Patient on admission showing- marked exophthalmos which per¬ 
sisted even after the radical frontal, ethmoid and antrum operations. 

Cultures and smears taken from the frontal sinus, ethmoid laby¬ 
rinth, and antrum showed staphylococcus pyogenes aureus and strep¬ 
tococcus pyogenes. The eye was covered with sterile boric acid 
vaseline, and a wet boric acid dressing was applied. 

The following day, the general condition of the patient had im¬ 
proved, with a temperature of 100°. There was no improvement in 
the exophthalmos, and the cornea was hazy; though in a bright light 
the patient could count fingers. An attempted fundus examination by 
Dr. Wootton was unsuccessful. 

On dressing the wound, there was considerable free pus follow¬ 
ing the removal of the wick, which apparently came from the 
frontal sinus. There was, however, no fluctuation over this area. 
The wound was dressed every day. By the fourth day after the 
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operation the general condition of the patient had improved mark¬ 
edly and the exophthalmos was subsiding, but there was still con¬ 
siderable discharge of pus at each dressing, which could not be 
accounted for. 

On April 4, two weeks after the operation, the exophthalmos be¬ 
came marked and there was considerable swelling in the fronto¬ 
temporal region, and also about the frontal sinus wound which was 
bulging. The child was sent to the operating room; the frontal 
sinus wound was opened and a horseshoe incision made in the 
temporal region after pus was located by a small incision. This 
large pocket of pus was the undoubted cause of the free evacuation 
of pus from the wound at each dressing, but as there were no 



No, 2. Showing' incision for enormous temporal abscess. The exopli- 
thalmus has subsided owing to rupture of the orbital abscess. 


symptoms to form a guide and the temperature was normal, the 
second abscess which must have been present at the time of the 
original operation was absolutely overlooked. At this operation, 
the dura was found to be uncovered for an area of 3 cm. in 
diameter. There were also many large sequestra which were re¬ 
moved from the outer orbital angle, and part of the malar bone 
was rocked off. The whole area of bone about the temporal, as 
well as that of the frontal sinus, was necrotic. There was a large 
orbital abscess, and Dr. Wootton thought the globe of the eye would 
undoubtedly be lost. There was marked bulging and tension on 
the globe. 

The day following the secondary operation, the temperature rose- 
to 102.4°, but fell gradually to normal the following day. On 
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removing the dressings the day after the operation, it was noted 
that the exophthalmos had disappeared. On opening the lids, the 
cornea was very cloudy and ulcerated. The disappearance of the 
exophthalmos was further noted to be due to the globe of the eye 
having ruptured. There was a profuse discharge of pus, and the 
wicks seemed to block up the cavity and prevent drainage,—there¬ 
fore two rubber catheters were introduced from the temporal wound 
and passed through to the ethmoidal fistula; and by constant irri¬ 
gation with boric acid solution good drainage was established. A 
large wet dressing was applied. 

On the third day after the operation, the sutures were removed, 
and as none of them had held the wound gaped open and presented 



No. 3. Through and through catheter drainage which was the only 
method that allowed free di’ainage. 

a rather sorry picture. Constant irrigations were maintained for a 
period of a week, after which time the tubes were removed and 
the wound was lightly packed with plain gauze. The wounds 
slowly healed, but there was a slight discharge of pus from the 
orbit, off and on, for about a month after the healing of the other 
wounds. The temporal wound has opened and closed from time to 
time, and there is a fistula which passes downward and backward, 
apparently under the frontal convolution. 

The child has made an apparent recovery, but Dr. Hurd, who 
was good enough to see the case with me, tells me that he has 
■ never seen an osteomyelitis due to the streptococcus recover, and 
that sequestration and the multiple new foci of infection develop 
from time to time. It has now been over six months since the 
child has had any trouble, but she is still under constant observa- 
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tion. The sinus in the temporal region has been injected with bis¬ 
muth paste from time to time and it closes, but a new pocket of 
pus will form and it again opens. 

The plastic operation which was attempted after the dura had 
been covered with granulation tissue has resulted in a fairly good 
scar. There is a saddleback nose, due to the loss of the septum. 
The left cheek, in spite of the loss of part of the malar bone, is 
somewhat hypertrophied, owing to the enormous amount of infiltra¬ 
tion in the check. The left eye is unfortunately lost, as the result 
of the enormous orbital abscess and the sloughing of the cornea; 
however, a small portion of the cornea remains. The orbit ruptured 



No. <1. The enormous area of dura uncovered. After granulating the 
plastic operation removed the greater part of the scar, and at the same 
time made a firm dural covering. 

through the cornea, and for a long time pus drained from the globe 
through the sinus in the anterior chamber. 

I would be glad to have any suggestions which may be made 
about the further care of the case. An artificial eye will be set in, 
as there is a fairly good stump for it. 

Repeated Wassermann and tuberculin tests were all negative. 
Antisyphilitic treatment was administered with an endeavor to pro¬ 
voke a positive Wassermann, but this treatment only upset the 
patient, and it was discontinued. 

127 West Fifty-eighth Street. 



